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more dependable oral penicillin 


V-CILLIN 


(PENICILLIN V, LILLY) 


‘V-Cillin’ was developed by the Lilly Re- 
search Laboratories to fulfill the need for an 
acid-resistant penicillin—for a more depend- 
able and effective oral penicillin. 

Gastric acidity does not significantly af- 
fect the potency of ‘V-Cillin’ (‘V-Cillin’ is 
an acid). In contrast, 50 percent of the po- 
tency of potassium penicillin G may be 
destroyed by gastric acids, in ten to thirty 
minutes. Thus, ‘V-Cillin’ eliminates a major 
variable in oral penicillin therapy, produces 
50 to 100 percent higher blood levels, and 
makes the oral use of penicillin much more 
feasible. 


In the duodenum, absorption of ‘V-Cillin’ 
begins immediately. 


DOSAGE: 125 or 250 mg. t.i.d. May be administered 
without regard to mealtimes. 


SUPPLIED: Pulvules—125 and 250 mg. Pediatric sus- 
pension—125 mg. per 5-cc. teaspoonful. 
Also, Tablets ‘V-Cillin-Sulfa’ (Penicillin V 
with Triple Sulfas, Lilly) —125 mg. ‘V-Cil- 
lin’ plus 0.5 Gm. triple sulfas. 
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The Default of the Private* 
Practice of Medicine Through Legislation 


By Cuarces E, Oswa tt, Jr., M. D., Fort SrocKTON, TEXAS 


Many of you are already aware of some of the in- 
roads which are today being made on private med- 
icine. These encroachments are coming from many 
directions. Some of them, unfortunately, undermine 
the foundation of free enterprise. 

There is definite concern with regards to new plans 
through which the American public is receiving med- 
icai service. Not all of these programs have been 
instituted by the Federal Government. The closed 
panel plans came into prominence several years ago 
in California, when Henry Kaiser hired a group of 
Doctors to provide medical care for his ship builders. 
The coal industry and the railroad industry are at the 
present time either in the process of establishing, or 
have already established such plans for medical care. 


Advertising for Patients 

Some of these plans actually are advertising for 
new patients, and are daily enlarging their operations. 
These are very serious problems which I Feel merit 
your attention. Nevertheless, I believe that it is best 
to limit the discussion to encroachments upon the 
private practice of medicine through Federal Legisla- 
tion. There are three bills which are being considered 
by Congress which can seriously jeopardize private 
practice. They are Social Security, Federal Health 
Re-insurance, and a broadened plan for the care of 
dependents in the Armed Services. Our concern 
emerges from the fact that many social planners in 
Washington will not give up until a Nationalized 
plan of medical care has been evolved for the Amer- 
ican Public. 

These threats are continuous; and each one seems 
to be more serious than those that preceded it. To- 


day there are no proposals which actually carry the 


label of socialized medicine. Currently, the subtlest 
and most effective drive for the total governmentali- 
zation of medicine is being made, in spurts and 
lunges, undercover of the Social Security Act. 

In 1950 the proponents of governmental medicine 
found the approach that would work: quit trying 
to legislate compulsory insurance in one great piece 


_ for all of the people; just amend the Social Security 


Act to bring in a few people at a time. 


* Delivered before the Annual Meeting of the Texas District One 
Medical Association in Pecos. 


APRIL, 1956 


Greatest Concern 


Our greatest concern at the moment is legislation 
which would make permanent and totally disabled 
persons eligible to receive Social Security retirement 
benefits at age 50 instead of 65. Now, of course, 
this sounds like a fine humanitarian proposal, and 
you are probably wondering why it has elevated the 
blood pressure of many doctors. 


First of all, there is the tremendous economic con- 
sideration which is involved, The offering of month- 
ly benefits to the disabled, at the age of 50, would 
apply to an estimated 250,000 individuals. The first 
year it would cost an estimated two hundred million 
dollars. Within 25 years, approximately one million 
people would be receiving benefits amounting to 
$850 million a year. 


This would precipitate another rise of Social Se- 
curity taxes and would further jeopardize the entire 
program which already is unsound and morally unjust. 


Secondly, these payments would represent a defi- 
nite threat to the effectiveness of the — rehabili- 
tation programs. In substance, if individuals can sit 
at home and draw cash hand outs from the Govern- 
ment it is doubtful if some of them will be anxious 
to participate in rehabilitation programs. This pro- 
posal would place one more segment of medical care 
under the jurisdiction of the Government. 


Master Plan 


Even more important than these objections, how- 
ever, is the fact that the proposal represents, what 
we believe, is another step in the master plan for the 
nationalization of medicine. After cash benefits have 
been authorized for the disabled at the age of 50, 
that age limit will be lowered and eventually be 
eliminated. Next, cash benefits would be given to 
the dependents of those who are permanently dis- 
abled. This undoubtedly would be followed, in a 
year or so, by a program paying benefits to those 
who are only temporarily disabled. The next step in 
this socialistic change would be cash benefits for 
both hospital and medical care. Ultimately, we fear 
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that we would be saddled with a fuil fledged system 
of government health insurance. 


This bill looms as our Number One legislative 
target. This legislation has been passed by the House 
and is now in the Senate Finance Committee. Vigor- 
ous action will be required by all physicians to defeat 
this piece-meal nationalization of medicine. 


Compulsory Inclusion in OASI 


It is entirely possible that Congress may make 
another effort in 1956, to force physicians to par- 
ticipate in Social Security on a compulsory basis. A 
bill passed by the House forces dentists, lawyers, and 
veterinarians to join Social Security. We have basis 
to fear that doctors will also be included because the 
new Secretary of Health, Education, and Welfare, 
Martin Folsom has advocated the inclusion of profes- 
sional groups. 


We also are aware that some of the do-gooders in 
Washington will not give up until they have captured 
more tax dollars in this program. They recognize 
that they would collect more from doctors in Social 
Security taxes than they would be forced to return 
in payments. I feel that Social Security encourages 
the welfare state by placing a great portion of our 
people solely in the hands of the government. 


During the hearings on February 8, Senator Kerr 
went into a full discussion as to why self-employed 
persons cannot be covered on a voluntary basis. He 
states, and other members of the committee have done 
likewise, that personally he favors voluntary coverage 
for the self employed. However, the Treasury and 
Health, Welfare, and Education departments, and 
the administration all insist that Social Security is a 
compulsory system and that coverage cannot be vol- 
untary. Thus, the choice of the dentist, physicians, 
and lawyers, is not between voluntary and compulsory 
coverage but between compulsory coverage and ex- 
clusion. 


Jenkins-Keough Bill 


As an alternative to Social Security coverage many 
physicians are supporting the Jenkins-Keough Bill in 
Congress. Most of you, recognize, I am certain, that 
federal revenue laws are unfair to the self employed. 
The Jenkins-Keough Bill is designed to give to the 
self employed the same tax advantages as individuals 
employed by business and industry. 


The Jenkins-Keough Bill would set up a voluntary 
pension system for all self employed. If enacted, 
doctors and other professional groups would be per- 
mitted to establish a tax deferred fund. You could 
set aside as much as ten per cent of your net income 
up to five thousand dollars a year, The maximum 
for an individual would be one hundred thousand 
dollars during a working lifetime. Income tax would 
be postponed until the funds would be received in 
later life as annuity payments. The fund could not 
be touched until the individual reaches 65 or dies, 
or is permanently and totally disabled. 


Page 224 


When the individual who has established the fund 
reaches the age of 65 he would be permitted to take 
out his money in a lump sum, in annual, in quarterly, 
or monthly installments. Or, he may have the trustee 
purchase an annuity for him from an insurance com- 
pany. In any event it would not be necessary for 
him to retire in order to benefit. The Jenkins-Keough 
Bill has been pending in Washington for several 
years but has been ignored until this past summer. 


Last July the Committee on Ways and Means in 
the House voted favorably to include an amended 
version of the Jenkins-Keough Bill as part of tax 
revision legislation. This is the high water mark in 
the long struggle to obtain tax deferment equality 
for the self employed. But despite this favorable 
developement, active support of physicians and their 
wives will be required in order to gain enactment. 


Federal Health Reinsurance 


As you know the medical profession has waged 
a strenous battle during the past two sessions of Con- 
gress against federal health reinsurance. However, 
the proposed reinsurance of health plans still ranks 
as the keystone of the administrations health program. 
Therefore, it might be worth while to review briefly 
this controversial program. The primary purpose of 
the federal reinsurance is twofold. First, to encourage 
private companies to sell more liberal health coverage, 
and, secondly, to offer these policies at a lower cost 
than is presently possible. According to the provision 
of this legislation the federal government will re- 
insure voluntary groups and commercial companies 
against three-fourths of their abnormal losses. These 
losses might come from selling policies which pay 
the beneficiary more money than collected. 


Federal reinsurance fails in that it will not do the 
following: 


First of all reinsurance will do nothing to lower 
the cost of insurance. 

Secondly, reinsurance will not make health in- 
surance more attractive to persons who can afford 
premiums, but who have not chosen to do so. 

Thirdly, reinsurance will not make Health Insur- 
ance available to the indigent unless the Government 
provides a direct subsidy. 


It is felt this type of legislation will be a great 
boon to all of the unethical operators in the insurance 
industry. They can write unsound insurance policies 
and then turn to government to guarantee their profit. 
This will not help the needy people. 


Simply stated the reinsurance program represents 
another intrusion of the federal government into a 
field which is being handled by private enterprise. 
Government insurance would introduce no magic into 
the field of health care costs. Even Hcuse Majority 
Leader Sam Rayburn, who has not been a particular 
friend of the medical profession, has summarized this 
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New Mexico Medical Society to Meet in Roswell May 2-4 


New Mexico Medical Society will hold its 74th 
annual meeting May 2, 3 and 4 in Roswell, fart 
growing capital of the southeastern portion of the 
state. 

In addition to the scientific and business program 
which is published in detail below, the Chaves County 
Medical Society, which will act as Conventisn hes*, 
has arranged convivial social activities which should 
assist the visiting physicians who need relaxation. 

Wednesday night there will be a smoker and Thurs- 
day night a dinner dance. 


Those who care to do some sight-seeing will find 
the charm of the West in Roswell, which is surround- 
ed by thousands of fertile acres of growing crops and 
is in the midst of cne of the best sheep and cattle 
range sections of the Southwest. 


Carlsbad Caverns 


Chief attraction of the Roswell area is world 
famous Carlsbad Caverns National Park, located 106 
miles to the south. To the east is Bottomless Lakes 
State Park, a unique phenomenon of both scenic and 
sport interest, where boating, swimming, horse-back 
riding and picnicking are enjoyed. _ 

To the west, 72 miles, is the famous mountain 
playground, Ruidoso. The Nation’s highest golf 
course, 9,000 feet, at Cloudcroft, is only 130 miles 
Southwest of Roswell. Thus, convention participants 
will have a wonderful opportunity while visiting Ros- 
well to visit some of the most scenic areas of the 
Southwest. 

All physicians who are members of their respective 
state medical societies are cordially invited to attend. 


Dr. Adams 
APRIL, 1956 


Dr. Chapman 


Room accommodations are available in the Nickson 
Hotel or one of the many beautiful motels. A list of 
the motels will be provided in the near future, or 
write: New Mexico Medical Society, 223-24 First 
National Bank, Albuquerque. 


The complete program follows: 


WEDNESDAY May 2, 1956 


8:00 a.m. 
Registration Lobby Senior High School 


1:30 p.m. 

Session Chairman — Earl L. Malone, M. D., 
Pres., N M. Medical Society 

Invocation— Rev. Austin H. Dillon, First Meth- 
odist Church 

Welcome — E. W. Lander, M.D., Pres., 
Chaves County Medical Society 

Inaugural Address — Stuart W. Adler, M.D. 
Pres.-Elect, Do-It-Yourself Syndrome” 


2:00 - 2:36 p.m. 
“Biologic Patterns in Human Cancer” 
Ian Macdonald, M. D. 


2:30-3:00 p. m. 
“Hodgkins Disease with emphasis on Mecia- 
nism of Death” 
Vernon E. Martens, Capt. MCUSN 


3:00-3:30 p.m. VISIT EXHIBITS 
3:30-4:00 p. m. 


“Spine Fusion, Stressing Indications” 
Dana M. Street, M. D. 


Dr. Collins 
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Dr. Fogelman 


4:00-4:30 p.m. 
“Radiological Considerations of Gastro-intestinal 
Bleeding” 
Robert D. Moreton, M. D. 


4:30 p.m. VISIT EXHIBITS 


7:00 p.m. 
Stag Smoker — Buffet — for physicians and 
exhibitors — Roswell Country Club 


Program for wives of attending physicians is 
in charge of the Chaves County Medical Auxil- 
iary and will be announced later. “ 


THURSDAY May 3, 1956 


Session Chairman — Samuel R. Ziegler, M. D. 
Espanola 


9:00-9:30 a. m. 
“Hysterectomy” 
Conrad G. Collins, M.D. 


9:30- 10:00 a.m. 
“Peripheral Vascular Disease” 
Morris J. Fogelman, M. D. 


10:00 - 10:15 a.m. VISIT EXHIBITS 


10:15-10:45 a.m. 
“The Treatment of Myocardial Infarction” 
Carleton B. Chapman, M. D. 


10:45 -11:15 a.m. 
“Out Patient Management of Hypertension” 
John H. Moyer, M.D. 


11:15- 11:45 a. m. 
“Rheumatic Fever as a Diagnostic Problem in 
the Subtropical Climate” 
Forrest H. Adams, M.D. 


12:15- 1:30 p.m. 
Round Table Luncheons 
Medicine — St. Mary's Hospital Staff Room 
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Dr. Macdonald 


Capt. Martens 


Drs. Chapman, Moyer, Adams, Collins and 
Moreton 

Co-Chairmen — Dan H. Cahoon, M.D. 
E. J. Hubbard, M. D. 

Surgery — Eastern New Mexico Medical Center 
Staff Room 

Drs. Macdonald, Fogelman, Street and Martens 

Co-Chairmen — Quentin J. Florence, M. D. 
John S. Moore, M. D. 


1:30 p.m. VISIT EXHIBITS 


Session Chairman — James C. Sedgwick, M. D. 
Las Cruces 


2:00-2:30 p. m. 
“Amateur Clinical Psychology for the Cancer 
Patient” 
Ian Macdonald, M. D. 


2:30-3:00 p. m. 
“The Treatment of Post-traumatic Paraplegia” 
Dana M. Street, M. D. 


3:00-3:15 p.m. VISIT EXHIBITS 
3:15-4:30 p.m. 


Panel Discussion — Guest Speakers 
Subject: ‘Acute Anuria” 
Moderator: Conrad G. Collins, M. D. 


4:30-4:45 p.m. 
Sears-Roebuck Foundation Fund 
Robert D. Moreton, M.D. 
Mrs. James C. Worthy, Asst. to Chairman of 
Board; Sears, Roebuck & Co. 


7:00 
Cocktails 

7:30 p.m. 
Dinner Dance 


Officers’ Club, Walker Air Force Base 
Formal Dress Optional 
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FRIDAY May 4, 1956 


Session Chairman — Allen L. Haynes, M. D. 
Clovis 


9:00 9:30 a.m. 
“Fluid and Electrolyte Balance in Surgery”’ 
Morris J. Fogelman, M. D. 


9:30 - 10:00 a. m. ; 
“Pharmacodynamics and Therapeutic Uses of 
Diuretics” 
John H. Moyer, M. D. 


10:00-10:15 a.m. VISIT EXHIBITS 
10:15- 10:45 a.m. 


“Clinical Aspects of Cardio-pulmonary Disease”’ 
Carleton B. Chapman, M. D. 


10:45- 11:15 a.m. 
“Xray Diagnosis of Non-tuberculous Pulmonary 
Disease” 
Robert D. Moreton, M. D. 


11:15-11:45 a.m. 
“Fatal Coronary Arterio-sclerosis in Young 
Adults” 
Vernon E. Martens, Capt. MCUSN 


12:15-1:30 p.m. 

Round Table Luncheons 

Medicine — Eastern N. M. Medical Center Staff 
Room 

Drs. Chapman, Moyer, Adams and. Martens 

Co-Chairmen — Pierre Salmon, M. D. 
Earl L. Malone, M. D. 

Surgery — St. Mary’s Hospital Staff Room 

Drs. Macdonald, Fogelman, Street, Collins and 
Moreton 

Co-Chairmen — Richard P. Waggoner, M. D. 
I. J. Marshall, M. D. 

Session Chairman — Stuart W. Adler, M. D. 
Albuquerque 


Dr. Moreton 
APRIL, 1956 


1:30 p.m. VISIT EXHIBITS 


2:00 - 2:30 p. m. 
“Heart Disease in Infants and Small Children”’ 
Forrest H. Adams, M. D. 


2:30-3:00 p.m. 

“Post-partum Complications” 

Conrad G. Collins, M. D. 
3:00-3:15 p.m. VISIT EXHIBITS 


3:15-4:30 p.m. 


Panel Discussion — Guest Speakers 


Subject: ‘‘Steriods”’ 
Moderator: John H. Moyer, M.D. 
4:30 p.m. VISIT EXHIBITS 


6:30 p.m. ORGANIZATION Dinners — De- 
tails to be announced later. 
N. M. Pediatric Society 
N. M. Laboratory & Radiological Society 


SATURDAY May 5, 1956 


Annual Meeting of New Mexico Heart 
Association 

“The Limitations to Human Longevity” 

Charleton B. Chapman, M. D. 


ROSTER OF GUEST SPEAKERS 


Carleton B. Chapman, M. D. 
Professor of Medicine 
Southwestern Medical School 
Dallas, Texas 


John H. Moyer, M. D. 
Associate Professor of Pharmacology and 
Medicine 
Baylor University College of Medicine 
Houston, Texas 


Dr. Street 
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Ian Macdonald, M. D. 
Associate Professor of Surgery 
University of Southern California School of 
Medicine 
Los Angeles, California 


Morris J. Fogelman, M. D. 
Associate Professor of Surgery 
Southwestern Medical School 
Dallas, Texas 


Conrad G. Collins, M. D. 
Professor and Chairman of the Department of 
Obstetrics and Gynecology 
Tulane University School of Medicine 
New Orleans, Louisiana 


Forrest H. Adams, M. D. 
Associate Professor of Pediatrics 
University of California at Los Angeles School 
of Medicine 
Los Angeles, California 


Dana M. Street, M. D. 
Chief of Orthopedics 
Veterans Administration Hospital 
Memphis, Tennessee 


Robert D. Moreton, M. D. 
Lecturer in Radiology 
Texas University Medical School— 
Galveston Branch 
Fort Worth, Texas 


Vernon E. Martens, Capt. M.C., U.S.N. 
Associate Professor of Pathology 
Georgetown University School of Medicine 
Director of Laboratories and Chief Pathologist 
National Naval Medical Center 
Bethesda, Maryland. 


TECHNICAL EXHIBITORS 


Abbott Laboratories, North Chicago, Illinois 
Alcon Laboratories, Inc., Fort Worth 
Allied Medical Supply, "Albuquerque 
A. S. Aloe, Company, St. Louis 
Arlington- Funk Laboratory Division 

U. S. Vitamin Corp., New York 
Audio-Digest Foundation, Glendale, California 
Ayerst, McKenna & Harrison, Los Angeles 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 


The Coca Cola Company, Atlanta 
Desitin Products, Providence, R. I. 
Eaton Laboratories, Norwick, N. Y. 
Esco Bio-Chemicals, Albuquerque 
General Electric Co., Dallas 
Lederle Laboratory Division 

American Cyanamid Co., Pearl River, N. Y. 
Eli Lilly & Co., Indianapolis 
Mead Johnson & Co., Evansville, Indiana 
M. & R. Laboratories, Columbus, Ohio 
New Mexico Pharmacal Co., Albuquerque 
New Mexico Physicians Service, Albuquerque 
Parke Davis & Co., Kansas City 
Pfizer Laboratories, Brooklyn, N. Y. 
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A. H. Robins Co., Inc., Richmond, Virginia 

J. B. Roerig & Co., Chicago 

Sandoz Pharmaceutical Co., Hanover, N. J. 

G. D. Searle & Co., Chicago 

Sharp & Dohme, Division of Merck & Co., i 
Philadelphia 

Southwestern Surgical Supply Co., El Paso 

E. R. Squibb & Sons, New York 

Upjohn Company, Denver 


Southwestern New Mexico Medical 


Society to Meet in Deming 

The regular meeting of the Southwestern New 
Mexico Medical Society will be held in Deming, 
N. M., April 4 with a dinner starting at 6:30 p. m. 

Guest speaker will be Dr. E. S. Crossett, El Paso 
thoracic surgeon, who is a Diplomate of the American 
Board of Surgery. Also on the program is Mrs. 
Aaron E. Margulis of Santa Fe, president of the New 
Mexico Medical Society Auxiliary. 

The meeting will be held in the Deming Country 
Club. Physicians and their wives are invited. 

Dr. Remo Gay of Las Cruces is in charge of the 
program. Dr. W. J. Hossley, Jr., of Deming is pres- 
ident. 


Southwestern Surgical Congress 
to Meet April 16-18 in Tucson 

Annual meeting of the Southwestern Surgical Con- 
gress will be held April 16-18 in the Pioneer Hotel 
in Tucson. An attendance of some 400 physicians is 
anticipated. 

Officers of the Southwestern Surgical Congress are 
Charles R. Rountree, M. D., Oklahoma City, presi- 
dent; Fred H. Crock, M.D., Fort Smith, Arkansas, 
vice-president; and John V. Goode, M. D., Dallas, 
president-elect. 

Guest speakers at the Congress will be Joseph H. 
Boyes, M.D., Los Angeles; John Adriani, M. D., 
New Orleans; and Robert A. Wise, M. D., Portland, 
Oregon. 

There will be a short tour of northern Mexico at 
the conclusion of the program. 


U. S.- Mexico Border Public Health 
Group to Meet in Mexicali and Calexico 

The fourteenth annual meeting of the United States- 
Mexico Border Public Health Association will be held 
jointly in Mexicali and Calexico April 13-16. 

Registration will begin on April 13. Governing 
Council meetings will be held beginning April 13, 
in the morning and business sessions of the Sections 
are to be held that afternoon. General sessions will 
be held the morning of April 14, and the afternoon 
of April 16. Section meetings will take place the 
afternoon of April 14, and the morning of April 16. 
Sunday April 15, has been set aside for visits and 
tours, and meetings of special committees. Ample 
entertainment for the ladies is being arranged by the 
local planning committee. 
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Dr. E. W. Schmidt of Pecos (center) was elected president of 
strict One of the Texas Medical Association. On the left is 
.Delphin von Briesen of El Paso, retiring president, and on the 
ht, Dr. Charles E. Oswalt, Fort Stockton, Texas, Councillor for 
ict One, who reported on current legislation before Congress. 


Above, Dr. James A. Evans (right) of the Lahey Clinic, principal 
biker, and Dr. Ross W. Rissler, El Paso, also a speaker. 
Below, Dr. Jim Camp of Pecos (right), who in 1950 was elected 
ineral Practitioner of the Year by the Texas Medical Association. 
Dr. James J. Gorman of Paso. 


DISTRICT ONE, TEXAS MEDICAL ASSOCIATION 


Dr. E. W. Schmidt of Pecos, Texas, was elected 
president of District One of the Texas Medical As- 
sociation at its annual meeting in Pecos February 15, 
1956. 


Other officers elected are Dr. H. D. Garrett, El 
Paso, vice-president; and Dr. John P. Dunn, Pecos, 
secretary-treasurer. Dr. Delphin von Briesen of El 
Paso is the retiring president. Pecos was selected as 
the site for the 1957 meeting. 


The principal scientific presentation was made by 
Dr. James A. Evans in the Card‘ovascular Division 
of the Department of Internal Medicine at the Lahey 
Clinic in Boston. He spoke on “Modern Approach 
to the Treatment of High Blood Pressure”. Other 
speakers and their subjects were: Dr. Ross W. Rissler, 
El Paso, “Some Basic Concepts Regarding Recent 
Steroid Hormone Studies’; Dr. Branch Craige, El 
Paso, ‘‘Headache”; Dr. David M. Cameron, El Paso, 
“Whiplash Injuries of the Neck’’; Dr. Frederick P. 
Bornstein, El Paso, “Acute Cardiac Deaths from 
Conditions other than Coronary Occlusion”; Dr. 
Robert N. Caylor, El Paso, “Ocular Problems of 
Children” ; and Dr. E. S. Crossett, El Paso, ‘Injuries 
of the Chest’’. 


At the business meeting members voted unanimous- 
ly to make SOUTHWESTERN MEDICINE the of- 
ficial publication of the District One organization. 


Born and reared in Malone, Texas, Dr. Schmidt 
received his B. A. from Baylor University and his 
M. D. from the University of Tennessee. He interned 
at Toledo Hospital in Toledo, Ohio, and served for 
three years with the U. S. Air Force as Flight Surgeon, 
with one year on Okinawa as Kadena AFB Surgeon. 
He resigned from the Regular Army in 1948 and 
began private practice in Pecos in March, 1949. 


Dr. Schmidt is past president of the Permian Basin 
Chapter of the Texas Academy of General Practice, 
a charter member of the Flying Physicians Associa- 
tion, and district coordinator of aviation for the Civil 
Defense Commission. 
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Left, relaxing between . sessions 
(left to right) Dr. W. H. McClure 
Kermit, Dr. A. J. Barnett, Monahans 
and Dr. Wayne Jones, Monahans. Be 
low left are Dr. V. A. Sherrod, Iraan 
(left) and Dr. D. J. Sibley, Jr., Fo 
Stockton. Dr. Sibley, district chair 
for the American Medical Educatio 
Fund, raised $478 at the meeting. Be 
low right are Dr. Grady Morrow. Ef 
Paso, (left), retiring secretary-treasur 
er, and Dr. R. S. Clayton, El Paso, 


Below left are Dr. Bruce Hay, Pecos, (left to sons were in the same class at medical school. Be- 
right) Dr. C. A. Robinson, Kermit, and his wife. low right are Dr. Harold Lindley, Pecos, (left) 
also a physician, Dr. L. Rose Robinson. The Robin- and Dr. Ben H. Cooley, El Paso. 
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AUXILIARY OFFICIALS—Left to right are Mrs. D. J. 
Sibley, Jr., Fort Stockton, president of Big Bend Counties 
Medical Auxiliary; Mrs. W. W. Schuessler, El Paso, presi- 
dent of the El Paso County Medical Society Auxiliary; Mrs. 
Joseph H. McCracken, Jr., Dallas, president of the Texas 
Medical Association Auxiliary, who reported on statewide 


activities; Mrs. Joseph Gibson, Kermit, president of the 
District One Auxiliary; Mrs. Bruce Hay, Pecos, in charge 
of arrangements for the meeting; Mrs. Harold Lindley, 
Pecos, first vice-president of the state auxiliary; and Mrs. 
George A. Hoffman, Fort Stockton, councilwoman for 
District One and retiring president. 


WOMEN’S AUXILIARY 


On the left are (left to right) Mrs. W. A. 
Jones, El Paso, Mrs. James J. Gorman, El Paso, 
who presented a book review on “Doctor to the 
Island’, and Mrs. E. W. Schmidt, Pecos, wife 
of the president. Below left are Mrs. V. A. 
Sherrod, Iraan, (left) and Mrs. Delphin von 
Briesen, El Paso. Below right are Mrs. C. M. 
Stanfill, El Paso, (left) and Mrs. Winslow P. 
Stratemeyer, El Paso. 
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Above left are Dr. and Mrs. Fred J. Prout, Monahans. Above right are 
Dr. S. Perry Rogers, El Paso, (left) and Dr. C. M. Stanfill, El Paso. 


ene Bic, end Dim. Methen Mid EI Paso, Society, (left) and Dr. Jack D. Reedy, Pecos. Below left are 


(left to right), Dr. Paul Kunstadt, Monahans, and Dr. W. P. Hott 
O. Rehmeyer, Monahans. Above right are Dr. Morton H. man, Fort Stockton. Below right are Dr. E. S. Crossett, El 
Leonard, secretary-treasurer of the El Paso County Medical Paso, (left) and Dr. Schmidt. 


F | 
ss 
= 


CURRENT THERAPY 


Diuretic Drugs 
By Jack A. BERNARD, M.D., Et Paso 


Rational diuretic therapy depends upon a know- 
ledge of the various diuretics available and their 
usage, | pg in combination, They may be 
grouped as follows: 

The organic mercurial diuretics. 

The acidifying diuretics. 

The xanthine diuretics. 

The aminouracils and related compounds. 
The sulfonamides. 


The mercurial diuretics include Mercuhydrin, 
Salyrgan-Theophylline, Thiomerin, Neohydrin, and 
others. Mercuhydrin and Salyrgan-Theophylline may 
be given intravenously or intramuscularly, Thiomerin 
is given subcutaneously. Neohydrin is given orally. 
Thiomerin contains Mercaptan in place of Theophyl- 
line, making it much less toxic. Oral diuretics are 
poorly tolerated and the results uncertain, The in- 
travenous diuretics may precipitate serious toxic re- 
actions and should be discouraged. The intramuscular 
or subcutaneous route is recommended. 


Toxic Effects 

The toxic effects of mercurial therapy include over- 
dosage or cumulation, bone marrow depression with 
severe agranulocytosis, and the anaphylactic type re- 
actions. These latter severe reactions usually occur 
after repeated or prolonged course of a mercurial 
rather than the first dose, and are usually preceded 
by minor reactions. Therefore minor reactions should 
not be ignored or treated lightly, and the mercurial 
compound should be changed. 


Avoid mercurialism by not giving injections more 
often than 48 hours. There is no need to give a 
mercurial while diuresis continues from the preced- 
ing dose, which effect usually lasts about 48 hours. 
It is better to avoid excessive diuresis. By excessive 
is meant greater than ten pounds weight less in 24 
hours in a large person and greater than 5 pounds 
in a small person, Ideal diuresis is a loss of 2 to 4 
pounds the first day, then 1-2 pounds daily. This 
gives the chemical changes a chance to correct them- 
selves. Doses larger than 2 cc. are unlikely to improve 
results and actually 1 cc. twice weekly is more effect- 
ive than 2 cc. once a week. All such mercurial ther- 
apy must be individualized. 


Ammonium Chloride 

Ammonium chloride is an acidifying diuretic of 
low potency. It is useful as a gentle, non-toxic 
diuretic that can be repeated over long periods of 
time; for example, in premenstrual edema. It has 
long been used to potentiate the effect of the mer- 
curial diuretic. It aids in replenishing plasma chloride 
and prevents undue chloride depletion. It is con- 
traindicated in acidosis. 
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The Xanthine diuretics include Caffeine, Theophyl- 
line, and Theobromine. Theophylline is commonly 
used in combination with the mercurials to enhance 
their action. Occasionally the oral use of the Xan- 
thines may be helpful. 


Mictine is closely related to the aminouracils. It 
requires an interrupted dosage schedule. Its usage 
is limited by its toxic side efects. 


Diamox 


Diamox is a sulfonamide which is no longer anti- 
bacterial. It blocks the formation of carbonic acid 
in the kidney tubules, with the urinary excretion of 
a fixed base, producing a relative acidosis. Side ef- 
fects are uncommon. They include vomiting, diarrhea 
and paresthesias. Refractoriness may develop. Diamox 
is said to antagonize mercurial action and it has been 
recommended that it be stopped 24 hours before 
giving the mercurial but its dosage potentiates the 
action of the mercurial diuretic agent. Ammonium 
chloride is also said to counteract Diamox diuresis. 


To enhance their diuretic action the diuretics are 
often given in combination. Aminophylline 71/, gr. 
may be given before, with, or after a diuretic to 
enhance its action and may double the diuretic effect. 
Decholin 20%—5 to 10 cc. IV may be used similarly. 
Hypertonic glucose also may be used. Diamox orally 
may be used for maintenance and to potentiate mer- 
curial diuresis, Ammonium chloride 3 to 4 gr. daily 
will also potentiate the mercurial action. 


Excessive Diuresis 


Excessive diuresis may result in hypochloremic 
alkalosis or hyponatremic acidosis, Hypochloremic 
alkalosis may be avoided by allowing 2-3 days be- 
tween individual mercurial injections, or Ammonium 
chloride 3 to 6 grm daily may be used to prevent 
the loss of chloride. Hyponatremic acidosis (low 
salt syndrome) is more apt to develop when a dis- 
proportionate loss of chloride is obviated by con- 
comitant ammonium chloride medication. Rapid 
azotemia often irreversible may result. Other effects 
of excessive diuresis include hypokalemia, tetany, 
vitamin depletion, thrombo-embolic manifestations, 
spontaneous redigitalization, and acute urinary reten- 
tion. 

Summary 


In summary, diuretic therapy must be individual- 
ized. Thiomerin subcutaneously or one of the other 
mercurials intramuscularly should be given 1 - 2 cc. 
1-2 times weekly, thereby giving the electrolytes a 
chance to readjust themselves. Ammonium chloride 

(Continued on Page 246) 
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APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
By ANDREW M. Basey, M.D., Las Cruces, N. M. 


(Continued) 


26. “From the practical point of view it is clear 
that four different clinical patterns may be produced 
in om (1) there may be a minor illness only which 
is followed by complete recovery; (2) the minor ill- 
ness may be succeeded by a major illness during which 
actual paralysis does not ensue; (3) the minor illness 
is succeeded by a major illness with paralysis; (4) 
there may be no observable minor illness and the 
apparent onset dates from the beginning of paralysis. 
T. Anderson; British Medical Journal, August 20, 
1955; P. 485 


27. “The association between intramuscular in-_ 


jections and the appearance of paralysis in the limb 
used for the injection must be regarded as proved. 
It is therefore very unwise to administer penicillin, 
and this is a strong argument in favour of the prac- 
titioner trying to avoid intramuscular injections dur- 
ing the polio season, except when there are clear-cut 
indications of a bacterial infection which will respond 
to their administration. T. Anderson; /oc. cit.; P. 485 


28. ‘‘Nuchal rigidity and spinal stiffness are usually 
present, but if tested for by the conventional lifting 
of the head up from the pillow their presence will 
often be missed. When the patient's confidence has 
been gained he should be asked to sit up and to try 
to ‘kiss his knees’ or to touch his knees with his chin. 
Characteristically the patient cannot bend forward 
at all; the whole spine is held stiffly, the head tends 
to fall backward, and the body has to be supported 
by the arms spread out behind—the well-known 
“tripod” sign.” T. Anderson; Joc cit.; P. 485 


29. “Although it should not need to be said, the 
use of painful stimuli such as pinpricks to see if the 
limb will be moved is entirely out of place and must 
be seriously condemned. The examination of the rest- 


less and querulous child with possible poliomyelitis — 


should present a challenge to the physician to elicit 
his information with the least upset.” T. Anderson; 
loc. cit.; P. 486 


30. “It is in a general way true to say that if 
paralysis is going to occur it will have appeared with- 
in five days of onset of the major illness and that 
extension of the paralysis is unlikely to occur after 
ten days from the onset.” T. Anderson; Joc. cit.; 
P. 486 


Bladder Disturbance 


31. “Disturbance of bladder function is strongly 
in favour of a diagnosis of poliomyelitis, and, al- 
though retention is most common, incontinence (not 
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necessarily due to overflow) is also sometimes ob- 
served.” T. Anderson; Joc. cit.; P. 486 


32. “A point of clinical value is that in polio- 
myelitis no sensory disturbance is observed. This may 
therefore constitute an important negative sign.” T. 
Anderson; Joc. cit.; P. 486 


33. “Death in poliomyelitis always arises from 
disturbance of ventilatory function. This may result 
from paralysis of the respiratory muscles, from aboli- 
tion of the swallowing and cough reflex, or perhaps 
from actual viral involvement of the respiratory cen- 
tre. It is always a danger when an attempt is made 
to rationalize a subject for the purposes of teaching 
that one thereby tends to oversimplify. It should 
therefore be emphasized at once that the correct 
diagnosis and proper assessment of ventilatory defect 
is always a matter of extreme difficulty and that it 
is impossible to lay down clear-cut pictures of “‘typi- 
cal” cases.” T. Anderson; Joc. cit.; P. 487 


34. “Patients with swallowing defect may present 
no other evidence of paralysis, and such cases can 
develop signs of distress with great rapidity.” T. An- 
derson; loc. cit.; P. 487 


35. “When paralysis of swallowing is accompanied 
by a paralysis of the respiratory muscles the outlook 
is particularly grave.’ T. Anderson; Joc cit.; P. 487 


36. “Although double infections of polio in the 
same family are not common, they occur with suf- 
ficient frequency to make it dangerous to assert that 
they never occur.” T. Anderson; Joc. cit, P. 487. 


Rheumatic Patients 


37. ‘It is now well established that patients who 
have had an attack of rheumatic fever are especially 
susceptible to recurrent attacks. From 20 to 80 per 
cent of rheumatic patients experiencing a streptococcal 
infection will develop a new attack of rheumatic 
fever. It is for this reason that continuous prophy- 
laxis is recommended for all individuals who have 
experienced an overt rheumatic episode.” Charles H. 
Rammelkamp, Jr.; Annals of Internal Medicine, Sep- 
tember, 1955; p. 516 


38. “The situation is somewhat different in the 
case of nephritis. Patients who have chronic nephritis 
frequently develop an acute exacerbation of the di- 
sease following a variety of infections...In such 
patients the acute exacerbation may precipitate an 
episode of renai failure. It is therefore advisable to 
place all patients with signs of chronic nephritis on 
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a prophylactic regimen, For this purpose oral penicil- 
lin may be administered in doses of 250,000 units 
once or twice daily.” Rammelkamp; Joc. cit.; p. 516 


39. ‘Patients who have developed acute glomer- 
ulonephritis following a streptococcal infection usual- 
ly recover completely and fail to show an increased 
susceptibility to recurrent attacks, It seems possible 
that they may even be less susceptible to an attack of 
nephritis than the normal population ... Since type 
12 streptococci appear to be primarily responsible 
for most cases of nephritis in the country, the nephritic 
patient is already protected from infection with this 
organism. Since infection with most other serologic 
types will not precipitate a new attack in these pa- 
tients, this group of patients does not require pro- 
tection from streptococcal and other bacterial infec- 
tions.” Rammelkamp; /oc. cit.; p. 516 


40. ‘There is no infallible way of distinguishing 
between the faucial exudate of diphtheria and that 
of streptococcal tonsillitis, and most of the so-called 
rules are misleading. It is not true, for example, 
that if an attempt to remove the exudate causes bleed- 
ing the case must be diphtheria, although bleeding 
does occur more often in diphtheria, nor is it true 
that if the exudate is mushy and comes off easily the 
case cannot be diphtheria. A. B. Christie; British 
Medical Journal; September 10, 1955; p. 669 


Dead White Exudate 


41. “An exudate of any size which remains dead 
white in colour is unlikely to be diphtheritic.” Christie ; 
loc. cit.; p. 669 


42. ‘The streptococcal throat tends to be an acute- 
ly inflamed throat, the diphtheritic throat looks nor- 
mal except for the exudate. When exudate extends 
beyond the tonsils, diphtheria should always be sus- 
pected.” Christie;; Joc. cit.; p. 669 


43. ‘Pain is a feature of streptococcal tonsillitis 
but not of diphtheria: a throat which is painful but 
fairly clean is unlikely to be diphtheritic.” Christie; 
loc. cit.; p. 669 


44, “In this first and obvious type of reassurance 
include reassurance that the patient is getting on as 
quickly as is possible and as well as other people with 
similar illnesses.” A. Barham Carter; British Medical 
Journal; Sept. 10, 1955; p. 571 ‘ 


45. “The second need of the patient is less ob- 
vious, perhaps. I find that many need to be reassured 
that they are really ill. ..I always do my best to re- 
assure patients of the genuineness and reality of their 
complaints, and especially so in the psychoneurotic 
type of illness.’ Carter; cit.; p. 671 


Reassurance 


46. “Now for an important but neglected reas- 
surance—about his doctor. The patient needs no 
reassurance that his doctor is clever—this astonishing 
belief is held by all laymen, and occasionally the ad- 
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jective is used in a deprecatory way. However, he 
needs reassuring that the doctor is interested, that 
the doctor understands his case, and that the doctor 
has seen many like it before.’’ Carter ; /oc. cit.; p. 671 

47. ‘Reassurance without examination is criminal, 
and has a place only in the hands of quacks nd 
charlatans. I need say no more than that.’’ Carter; 
loc. cit.; p. 671 


48. “Reassurance that is hesitating, uncertain, and 
artificial is of little use; and it is important to realize 
that, although sincerity is one of the emotions that 
can be detected and appreciated very easily, insincerity 
is even more apparent.” Carter; /oc. cit.; p. 671 


49, “The right type of patient must be chosen for 
this form of therapy. Reassuring depressive or par- 
anoid patients is not only a waste of time but makes 
them worse; they believe so much in the reality of 
their tortures that, unfortunately, any such attempt 
at lightening their load fails. In the same way, telling 
patients who visit you that nothing is wrong with 
them is of no help unless you are sure they are 
malingering or they have come for a routine examina- 
tion without symptoms. What you can do is to add 
one very important word. If you think they are not 
very ill you can and must say, “There is nothing 
seriously wrong with you,” which will be accepted 
by most patients and which will do them good.” 
Carter; Joc cit.; p. 672 


(To be continued) 


The Default....... 
(Continued from Page 224) 


legislation by calling it ‘a blundering and stupid way 
to attempt to solve the health needs of the nations.” 


Medical Care of Military Dependents 


Another serious encroachment upon private practice 
is the legislation which would provide medical care 
for the dependents of those in the armed service. 
Medical care would be provided in military hospitals, 
when local physicians, hospitals, and civilian resources 
could be utilized. The American Medical Association 
has taken the opposite stand in its testimony before 
Congress on this bill. It has recommended that 
military dependents, like other civilians, should be 
treated by private physicians and hospitals unless 
these resources are inadequate. Then, and only then, 
should physicians in uniform be employed. 


You will agree that many difficult problems con- 
front the medical profession in 1956. I believe that 
it is imperative for all of us to keep abreast with 
developments in Washington. 


We must continue to work diligently through our 
county, district, and state medical societies. I am 
proud to be working for Texas District One Medical 
Association and I pledge to you that I will continue 
to carry out your desires and objectives. 
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ORIGINAL ARTICLES 


A New Approach to the Treatment of Severe Constipation* 


By Rosert J. ANTos, M. D., PHOENIX 


There is probably no condition which is so trouble- 
some to patients and physicians as constipation. Of 
the drugs available for use in constipation few are 
without undesirable effects. Thus the development 
of a new therapeutic approach to“bowel problems is 
noteworthy. 


Wilson and Dickinson! have recently reported on 
the use of the wetting agent, dioctyl sodium sulfo- 
succinate, in the management of constipation. This 
compound exerts its therapeutic effect by permitting 
water to penetrate and effectively sutten hard tecal 
masses. Over the past eight months we have studied 
the effect of this material on various types and degrees 
of faulty bowel evacuation Our experience with 78 
patients serves as the basis of this ceport. 


Results were uniformly good This was particularly 
gratifying because of the mediocre results obtained 
with previous torms of medication. 


Eight Infants 


Eight infants, ranging in age from 2 to 10 months, 
were selected because of persistent, hard stools despite 
many changes in formula. The mothers of these 
infants were instructed to add from one to ten dreps 
of a one per cent solution of dioctyl sodium sulfo- 
succinate** to each bottle of formula. Without ex- 
ception the infants developed soft stools within two 
or three days, after which the dosage was gradually 
reduced. The maintenance dose after approximately 
a week varied from one to three drops per bottle 
of formula. 


Three children with megacolon were studied. One 
child, age 4, had a bowel movement on the average 
of every 12 to 15 days. Prior to this study when no 
movement ensued after about 10 days, the mother 
would start giving laxatives and enemas. The other 
two children, age two and three and a half years, had 
similar difficulty. Both had developed water ab- 
sorption “shock” following enemas. Each child pro- 
duced a soft stool following a dicctyl sodium sulfo- 
succinate enema, and none developed any ‘‘shock”’ 
from absortion of too much water through the over- 
dilated colon. These three cases alone were remar- 
kable enough to convince us of the effectiveness of 
dioctyl sodium sulfosuccinate. 


Seven Patients 


Seven patients ranging in age from 59 to 86 years 
of age were treated for severe fecal impaction. Three 


*From the Department of Medical Research, Good Samaritan 
Hospital, Phoenix, Arizona. 

**Colace supptied by Mead Johnson & Company. 

-+- Colace capsules. 
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of these patients had had impactions before requiring 
digital removal and multiple oil or hydrogen peroxide 
enemata. None of these patients had had a bowel 
movement for six to ten days. Treatment was as 
suggested by Wilson and Dickinson.! Two to five 
ml. of the 1 per cent solution was added to two or 
three ounces of water or mineral oil and given as a 
retention enema. All were relieved with evacuation 
of soft stools within 14 to one hour after receiving 
the dioctyl sodium sulfosuccinate solution in water 
or oil. The stool-softening effect of Colace in these 
severely impacted patients was dramatic. 


Thirty-seven pregnant women, with histories of 
troublesome constipation in previous pregnancies, 
were studied. All had hard “nugget” type bowel 
movements. These patients had tried a multitude of 
laxatives, only to have them prove to be unsatisfactory 
because of (1) griping, (2) failure to produce ade- 
quate movements, (3) production of too violent a 
purgation, (4) irritation of hemorrhoids or (5) 
gradual decrease in effectiveness. These patients were 
given dioctyl sodium sulfosuccinate in capsule form+-. 


The dose varied from 30 mg. once daily to 60 mg. 
three times daily. In 29 of these women dioctyl 
sodium sulfosuccinate alone produced excellent sof- 
tening of feces which enabled each patient to have 
normal daily evacuations. 


Eight Patients 


The remaining eight patients had been troubled 
with chronic constipation prior to their pregnancy. 
In these eight patients dioctyl sodium sulfosuccinate 
produced adequate stool softening, but not full or 
easy evacuation. It became apparent that a peristaltic 
stimulator was needed. Several were ttied; the one 
most preferred by the patients, and the one that gave 
consistent results, was 1,8-dihydroxyanthraquinone, 
a compound related to cascara. Fifty mg. of this drug 
and 60 mg. of dioctyl sodium sulfosuccinate were 
administered once daily, usually in the evening. After 
periods varying from a few weeks to 3 or 4 months 
a majority of these patients developed enough con- 
ditioning to promote peristalsis without 1,8-dihy- 
droxyanthraquinone. Thereafter dicctyl sodium sul- 
fosuccinate alone was sufficient. 


Following the above clinical experience it was 
decided to study a group of twenty-three otherwise 
“normal” adults troubled with chronic constipation 
of over one year’s duration. These patients had simi- 
lar histories of hard, lumpy evacuations at irregular 
intervals of three to five days. They resorted to fre- 
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quent enemas, and they had changed their laxatives 
on the average of every three to four weeks. The pa- 
tients were given capsules of dioctyl sodium sulfosuc- 
cinate and instructed to establish their own effective 
dose. As expected, only a few of these patients re- 
ported favorable results other than that the stools 
were softer. Evacuation was still sluggish. It was 
then explained to each patient that dioctyl sodium 
sulfosuccinate was not a laxative, but was instead 
a fecal softener. 


Soft Stool 


Patients were then told to continue using just 
enough dioctyl sodium sulfosuccinate to maintain a 
soft stool and in addition to take small amounts of 
any laxative they desired. They were given 1,8-dihy- 
droxyanthraquinone to try. They all preferred the 
combination of this latter preparation and dioctyl 
sodium sulfosuccinate. In most, a single evening dose 
of 60 mg. of dioctyl sodium sulfosuccinate and 50 
mg. of 1,8-dihydroxyanthraquinone was adequate after 
establishing daily soft evacuations. 


As Wilson and Dickinson! have pointed out, it is 
practically impossible to do a controlled study on a 
problem such as this. Our patients were selected be- 
cause of their difficulty; the effectiveness of the 
medications studied can only be evaluated by com- 
parison to the poor results these subjects obtained 
from the various remedies they used in the past. 


Conclusions: In all patients, the administration 
of dioctyl sodium sulfosuccinate proved to be an ef- 
fective fecal softener. No adverse side effects were 
noted. In persons without a history of chronic con- 
stipation, this preparation alone is very often an ef- 
fective remedy. In those persons with poor peristal- 
sis, Colace softens the stool, but a peristaltic stimulator 
is needed, although usually in very small amounts. 
The peristaltic stimulator the patients found most 
desirable was 1,8-dihydroxyanthraquinone. The two 
preparations made an effective combination when 
administered together. 


Impaction 


In children with megacolon, dioctyl sodium sulfo- 
succinate may be effectively administered by mouth 
and, in case of impaction, can safely be administered 
as a retention enema. In elderly patients with im- 
paction, a retention enema of dioctyl sodium sulfo- 
succinate is the treatment of choice. This, we believe, 


is due to the fact that very effective softening of the 


feces is achieved with a very small amount of fluid. 

In most adult patients, a reduced dosage of 30 to 
60 mg. once or twice daily is adequate after the initial 
softening effect is achieved. In infants, small doses 
of the one per cent aqueous solution once to three 
times daily is very gratifying to the distraught mother 
and physician. Instead of juggling the formula and 
trying a multitude of colic remedies, laxatives, sup- 
positories, malts, high syrup or sugar additions, the 
simple procedure of adding a few drops of dioctyl 
sodium sulfosuccinate solution to the formula literal- 
ly works a miracle. 
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SUMMARY 


1. A new approach to the problem of hard stools 
in constipation has been outlined. 

2. Dioctyl scdium sulfosuccinate keeps stools soft 
without undesirable side effects. 

3. Dioctyl sodium sulfosuccinate alone gives excel- 
lent results in many patients. 

4. When peristalsis is persistently poor, laxatives 
may be used along with dioctyl sodium sulfo- 
succinate. In these cases dioctyl sodium sulfo- 
succinate decreases the amount of laxatives need- 
ed. 
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Postgraduate Course on Diabetes at 
University of Colorado in May 


A two-and-one-half day postgraduate course on 
“The Management Of Diabetes’ will be offered at 
the University of Colorado School of Medicine on 
May 17, 18, and 19, 1956. The course will be co- 
sponsored by the Department of Medicine and the 
Office of Postgraduate Medical Education of the 
University of Colorado School of Medicine and the 
Colorado Diabetes Association. 

Designed for practicing physicians, the course will 
offer a review of basic knowledge of the disease and 
will orient the physician to the newer developments 
in the field, stressing the practical applications. The 
first morning will be devoted to a review of basic 
physiology, endocrinology, pathology, and diagnosis. 
Clinical aspects of the disease and its complications 
will then be presented with emphasis on management. 

The final session on Saturday morning will be 
devoted to a live clinic presenting a variety of cur- 
rent clinical problems for discussion by the guest 
clinicians. Ample opportunity will be offered for 
questions and discussion by registrants in the course. 

Three guest clinicians will assist the medical school 
faculty in the presentation of this course. 

A detailed program and further information may 
be obtained by writing to the Office of Postgraduate 
Medical Education, University of Colorado Medical 
Center, 4200 East Ninth Avenue, Denver 20, Col- 
orado, 


Apology 

SOUTHWESTERN MEDICINE deeply regrets 
omission of a credit line which should have been 
carried with the editorial ‘‘The Physician and Tobac- 
co,” published in its December, 1955 edition. This 
line was omitted through a printer's error and read 
“Authority for much of the information carried in 
this editorial comes from an article entitled “Effects 
of Tobacco as Related to Otolaryngology,” by Flet- 
cher D. Woodward, M.D., of Charlottesville, Vir- 
ginia, and published in the April, 1955 edition of 
the Texas State Journal of Medicine. 
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Six Year Report on the Use of the Cerebral Palsy Chair-Brace 


By Herbert E, Hipps, M. D., Waco, Texas 


The Cerebral Palsy chair-brace has proven to be 
of considerable value as an aid in the training pro- 
gram of the severely involved Cerebral Palsy patient. 
By ‘severely involved’ I mean the child who cannot 
balance or control movements of his head, who can- 
not sit alone, who has no use of his hands, and who, 
of course, cannot talk, stand or walk. 


This chair-brace, is a specially designed, padded 
chair with wide legs on rollers, fitted with an ad- 
justable crotch post to prevent the child from sliding 
down out of the chair, an adjustable hinged back, 
hinged in several places, to lessen little by little the 
amount of back support the child needs, adjustable 
retention straps, a movable, comfortable, head sup- 
ae device, a toy arm, and a toy tray. This chair- 

race is especially valuable in teaching the child head 
balance, sitting balance, and the early use of his arms 
and hands. 


Figure 1 

A. Buckles for retention straps about 

shoulders, back, lap, and legs. 
. Adjustable leg rest. 

C. Adjustable back, can be raised or low- 
ered or taken away in sections easily 
and quickly, 

D. Removable upright arm for headpiece. 


Page 238 


E. Adjustable swivel socket for attachment 
of headpiece. 

F. Stockinette iype of headpiece. 

G. Adjustable flexible toy arm. 

H. Toy tray, removable. 

]. Adjustable crotch post. 


Developed Experimentally 


The Cerebral Palsy chair-brace was developed ex- 
perimentally in 1948 and 1949, and the first publica- 
tion pertaining to its use was in ‘The Physical Ther- 
apy Review” in 1949.! Again in January 1950 an 
article was published on its use in The Journal of 
Bone and Joint Surgery.” 


The chair-brace in use today has had very few 
changes made in it during the last five years, except 
for the headpiece, and now we routinely use the 
stockinette attachment glued to the child’s head with 
a non-irritating liquid adhesive, since this has been 
found to be, by far, the most effective and the most 
comfortable of all the head holding devices used. 


49 Patients 


It is the purpose of this paper to present briefly 
the results of its use on forty-nine patients over a six 
year period of time. In all there were sixty-eight 
such patients on whom we have started treatment, 
but we have lost track of nineteen of them, leaving 
only forty-nine on whom we have complete records. 


All of these patients presented here were “hope- 
lessly gauged by which I mean that not a single 
one of them could hold up his head, balance it, or 
move it around voluntarily. No one could sit alone, 
none could use his arms and hands, and none of 
course, could stand or walk, or talk, and none had 
bladder and bowel control.. 


We have however, in this group, purposely elimi- 
nated those patients whom we deemed non-trainable. 
By this I mean those with severe uncontrollable con- 
vulsive seizures, microcephalics, severe hydrocephalics, 
monogolian idiots, etc. 


Other Treatments 


A few of them had never had treatment before, 
but most of them had been having physical therapy 
treatments, massage, stretchings, sing song condition- 
ing movements, reciprocation movements, relaxation 
training, arm braces, leg braces, “full control’’ braces, 
and other forms of treatment such as are in vogue 
today, and those who had had previous treatment 
had not improved in the least and were still “hope- 
lessly paralyzed” when we started treatment on them. 


Along with our training program these children 
were simultaneously under the care of a pediatrician 
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| [TIME FOR) TIME FOR) GEN |S ume FoRy FOR) Gen 
| wean | sit | | | sit 
CASE | AGE | | BALANCE] BALANCE] 3 WANDUSE | WALKING | WAiKING | CASE | AGE | of | | HaNDuse | WALKING | WALKING 
NO. | | (MOS) | (MOS) |COND| IMPROVED | WITH AID | UNAIDED No. Joe} o (MOS) | (MOS) |conD] IMPROVED AID | UNAIDED 
[4 fale, s [3 | ves [| no 30 10 [12 ves | ves NO 
2 + 6 Yes YES 3| S |A}P} NO NO NO NO NO 
2 8 8 YES YES NO 32 | 3 |S NO | NO NO NO NO 
+ {|X |}P}| NO | NO NO NO NO 33 |} 2 |S|G] 8 9 |G} YES | NO NO 
S 25 | NO NO NO } NO | 34 4 | 6 |G] YES YES 
G |4 |A/G| + | 8 YEs | YES | NO | 35 [1 3 | 5 Yes] Yes | NO 
7 3 2 IG] yes | YES 36 NO | NO |G{ YES| NO | NO 
8 2 |S|G| 7 9 1iG| YES YES 37 |34]AIG] 2 G |G] YES | YES | YES 
9 12 | 10 YES | YES 38 |i 3 | S |G} YES | NO 
iO 8 | 10 |G] yes | ves {39 [3 8 NO [G| ves [ NO NO 
2 5 YES ves 40 | NO|P} NO NO NO 
4 [3 yes yes 8 | No[G| ves] NO | 
[5 |s|P}i7_ | 22 ves | [42 [4 [A[G[ NO | NOTPT] No [ NO | NO 
I+ | 6 25 | 24 NO | NO 43 |3 |A/G| 18 | NO|G| YES | NO | NO 
I5 | 8 Yes | YES 44 |IA|AIG] 6 7 |G} YES | YES NO 
16 |} 4 Il | 10 |G] YES | YES 45 |2 |S|G| 8 9 |G} YES | NO NO 
17 |3 JA|P| 8 | 20/G/ YES | YES 46 [1 2 | 3 |G] NO | NO 
18 | 7 |X|P{| NO] NO YES | NO | NO 47 |12|S|G| 4 | 6 IG} YES | YES | NO 
19 | 2 9 13 |G] YES YES 48 |2 |S|G| 6 10 |G] YES NO NO 
20 {1215S 1G] 3 > 1G] YES YES 49 |4 NO} NO|P| NO NO NO 
“i i 5 7 16 VES YES 
22 13 [No [P| yes [ NO Table 2 
23 | 7 |S|F| 28 | NO|G| YES | NO A - athetoid 
244 14 IAIF/ 25 | 30/P] YES | NO S - spastic 
25 | 3 12 | 4 [c| yes | ves 
26 G S YES YES : 
27 16 Islolia lol ves | ves | NO condition refers to our estimate of 
13 Islcl a Tu iol ves | ves the amount of interest in and help to the 
~ Z child that can be expected from the parents 
29 | 3 4 |G} YES Yes at home. 
Table 1 Results 
; The results as given in tabular form are purpose- 
A - athetoid fully placed in two separate tables because of the 
S - spastic rather long period of time necessary for their train- 
ately ing. Those whose treatment was started during 1950, 


Home condition refers to our estimate of 
the amount of interest in and help to the 
child that can be expected from the parents 
at home. 


or their home physician, Those whose general con- 


dition was extremely poor at the beginning of treat-_ 


ment were hospitalized, given transfusions, supple- 
mental protein feedings, vitamins, and other measures 
as the attending physician thought best, to build up 
the child’s health and general condition to normal. 


If, at any time, during the training program the 
patient’s general condition again became poor, train- 
ing was stopped temporarily, and the patient was 
again hospitalized, and again built up by suitable 
measures before the training program was resumed. 


We have not used any muscle relaxing medicines 
or sedation routinely in the treatment of any of them. 
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1951, 1952 and 1953, and who are still being fol- 
lowed are placed in Table one. 


Those whose treatment was started in 1954 and 
1955 are placed in Table two, The data in Table 
one therefore, more accurately depict the expected 
results from the intelligent use of the chair-brace 
than does Table two, since they were followed for 
a longer period of time. 


Analysis 


An analysis of the results in Table one shows that 
96.5 per cent learned head balance satisfactorily 
enough that the headpiece could be removed from 
the chair-brace. Ninety-three per cent (93 per cent) 
learned sitting balance. 


By this I mean that the retention straps about the 
shoulders, chest and pelvis were removed, and the 
back of the chair-brace was folded down little by 
little to where it was entirely removed, and the child 
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was able to sit in the chair with no straps or no sup- 
port against his back. He could, in other words, sit 
alone. 


Eighty-nine and six tenths per cent (89.6 per 
cent) showed an improvement in the use of their 
hands. Forty-eight and two tenths per cent (48.2 
per cent) learned to walk with help, and 27.5 per 
cent learned to walk unaided. 


The analysis of table two shows that 89.7 per cent 
learned head balance, 81.6 per cent “iwi sitting 
balance, 89.7 per cent improved in hand usage, 73.4 
wed cent learned to walk with aid, and 4.04 per cent 
earned to walk unaided. 


Again referring to Table one, we note that the 
shortest period of time necessary to teach a child 
head balance was three months, the longest twenty- 
eight months. The average time was 10.5 months. 


The shortest time for learning sitting balance was 
two months, and the longest was twenty-four months. 
The average time was 11.4 months, 


Rationale 


The Cerebral Palsy child is a human being. The 
damage to his brain has not made of him a strange, 
esoteric animalism whose basic methods of learning 
differ from our own. The normal infant and child 
foliows a more or less specific pattern or route in his 
learning processes, so must the Cerebral Palsy child 
follow this same route for his learning processes, 
because he learns fundamentally and basically in 
exactly the same way that the normal child learns. 


It is true that the Cerebral Palsy child often learns 
very much more slowly than does the normal child, 
and because of this he needs aid and assistance in 
learning these early routine activities. The normal 
child learns head balance spontaneously. Many of the 
severely involved Cerebral Palsy children need help 
to learn it. The normal child learns sitting balance 
instinctively and without aid. The Cerebral Palsy 
child often needs help in learning this. 


Maturational Stages 


In table three are listed the activities which psy- 
chologists have called ‘maturational stages” through 
which a normal child progresses. We must follow 
these same stages in the treatment of the Cerebral 
Palsy child. To attempt to teach the patient to walk 
when he cannot sit alone or balance his head is fool- 
ish. It simply can't be done. A child must first learn 
to hold his head up before he can sit alone. He must 
learn to sit alone before he can stand alone, and he 
must be able to stand alone before he can learn to 
walk, The Cerebral Palsy child must be trained in 
accordance with these same maturational stages, other- 
wise much time and effort is wasted. 


The Cerebral Palsy chair-brace described here 
enables the child to follow this same route, such as 
the normal child follows, and it is an aid to him in 
learning these elementary activities. 
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Discussion of Results 


The normal infant learns to balance his head ‘and 
move it around voluntarily in all directions by the 
time he is three months old. Reference to Table 
one shows that the average time necessary for these 
severely involved Cerebral Palsy children to learn 
head balance was 10.5 months, regardless of his 
chronological age when treatment was started. 


The normal infant learns to sit alone at six months 
of age. The average time for these severely involved 
Cerebral Palsy children to learn sitting balance was 
11.4 months after having learned head balance. 


Long Period 


This long period of time necessary for these chil- 
dren to learn these two simple, elementary, activities 
is due mainly to the fact that they were the most 
severely involved of all Cerebral Palsy patients. This 
is the group of patients who are usually considered 
as completely hopeless, and whose parents are so often 
told that the child is hopelessly paralyzed and that 
no improvement can be expected. 


These results show that improvement can be ex- 
pected in a high percentage of them if they are 
treated properly with due regard to their maturation 
stage* and if they are given the help necessary in 
teaching them the early initial activities,s of head 
balance and sitting balance, before progressing to 
more complicated activities. 


Second Stage 


We have found from experience that usually the 
second stage, that is, learning sitting balance, takes 
longer than learning head balance, but once a child 
has learned head balance and sitting balance, and 
some use of his hands, learning to walk does not take 
so long a period of time as the combined times of 
these other two stages. 


The Cerebral Palsy chair-brace is therefore a most 
efficient and effective aid in helping to teach a child 
head balance, sitting balance, and the early use of 
his hands. A high percentage of the Cerebral Palsy 
children who are classified as “hopelessly paralyzed” 
have responded slowly but well to its use. We are 
highly pleased with the results we have obtained by 
its use. 


Table 3 


MATURATIONAL STAGES OF MOTOR 
DEV ELOPMENT 


1. Learning head balance. 

2. Learning sitting balance (and in this 
stage begins to learn speech and use of 
hands). 

3. Learning standing balance (becomes in- 
creasingly adept at all previous activi- 
ties). 

4. Learning walking. 
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BOOKS 


Reviews of Two Significant Works on Physiology 


By Jack C. PostLewairteE, M. D., Et Paso 


ION EXCHANGE AND ABSORPTION 
AGENTS IN MEDICINE 
The Concept of Intestinal Bionomics 
By Gustav J. Martin, Sc. D. 


307 Pages — Price $7.50 


Physicians are presented a “high-brow” review of 
the biochemistry and physiology of the intestinal 
bionomics of the human body by Dr. Gustav J. 
Martin, Research Director of the National Drug 
Company in Philadelphia, Pa. The introductory chap- 
ters of the book are basic biochemical principals of 
ionization and the biological significance of ions. 

Close reading of the beok from cover to cover 
will reward the physician with the real significance of 
the cryptic chapters. The interesting mechanisms of 
chemical balance in the gastro-intestinal tract are 
made lucid and summarized in each chapter. 

The processes of life are reduced to ionic factors 
of synergism and antagonism. The chemistry of anicn 
and cation exchange resins which have come into 
vogue are discussed with the view point of body 
fluid economy. Their chemistries and physiological 
applications are noted in the field of intestinal hyper- 
acidity, duodenal ulcer and ulcerative colitis. 

Here the anion resin is capable of absorbing hydro- 
chloric acid, reducing the pepsin and lysozyme of 
the gastro-intestinal tract. The cation exchange resins 
are given exhaustive consideration in their effect on 
salt retenticn related to heart, kidney and liver 
disease. 


Stimulating Glimpses 

It is amazing to find the doctor of science well 
informed in medical concepts as he presents subjects 
related to the therapy of peptic ulcer and the alter- 
ations by the pathology of the bio-dynamics of the 
gastro-intestinal tract. In his medical and clinical 
sections I find stimulating glimpses of the future 
uses of the exchange resins. He.describes extensively 
the toxic hypokalemic effects of the cation resin and 
the possible toxic side effects in amino acid meta- 
bolism and trace metals economy. 


The concluding chapters of the manuscript are of 


unusual interest in their discussion of the medical 
applications of the combinations of the exchange 
materials. I gained an insight into time honored and 
almost unknown drugs used in the past decades. 
Charcoal, magnesium trisilicate, bentonite and kaolin 
were of unusual interest. 


Chelating Agents 
Chelating agents have not as yet come into their 
rightful place in clinical medicine. The phenomena 
of chelation is of fundamental bio-physical signifi- 
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cance and may even explain phenomena of the cre- 
ation ot life and decay of death. Chelate was coined 
in 1920 by Morgan and Drew and taken from the 
Greek word “‘chele’’ meaning the great claw of the 
lobster. The application of chelation is made to 
molecular structures in which rings are formed by 
primary and secondary valence forces. 

Trace ion physiology and the possible pathological 
alterations balance under conditions of disturbance 
of the internal milieu of the human organism are 
cited. Chelation is not limited to gastro-intestinal 
chemistry but is the bio-chemistry of anti-coagulants, 
catalysts and enzymes. 

The summary chapter on the concept of intestinal 
bioncmics is a quick sketch of the gastro-intestinal 
tract related to vitamin synthesis and destruction, 
antibiotic and dietary influences of the intestinal 
flora, and the toxins produced by intestinal bacteria 
in health and disease. 


Highly Recommended 

Intellectual awakening is stimulated by this review 
of bio-chemical and physiological concepts of human 
pathology. By-passing this bock will occur unfor- 
tunately because of its title and because of the re- 
search degree (D. Sc.) of its author. I can highly 
recommend at least a passing glance of the final 
chapters before this book is. eliminated from your 
personal library. 


PHYSIOLOGICAL BASES OF 
MEDICAL PRACTICE 
by CHARLES HERBERT BEST AND 
NORMAN BURKE TAYLOR 
WILLIAMS & WILKINS Co. - BALTIMORE 1955 
6TH EDITION 1357 PAGES 


Extensive revision in the sixth edition has incor- 
orated much new material of medical and research 
Sscsteoatahede elucidated in the past five years by 
medical clinics and research centers. The sections of 
the book follow the same pattern as previously pub- 
lished. Physiology, bicchemistry and anatomy is cor- 
related in the many chapters under the nine sections. 

Of particular interest is the section on the circula- 
tion of the blood where in detail the excitability, 
contractility, rhythmicity, and conductivity of car- 
diac muscle is reviewed. This basic physiology pre- 
pares the reader for more complex considerations of 
heart muscle metabolism, heart circulatory function, 
electrocardiographic interpretation, and clinical yen 
ological studies. The vasomotor mechanisms of car- 
diovascular disorders and special reg'cnal circulatory 

(Continued on Page 246) 


Dage 24! 


History: 


A 67-year-old unemployed married white man was 
admitted to El Paso General Hospital for the first 
time on January 7, 1956, because of loss of bright 
blood by mouth and passage of bright and dark 
blood by rectum several hours before admission. 


For a number of years, until three weeks before 
entry, the patient had consumed alcohol in significant 
amounts, and to a certain extent as a substitute for 
food. About four or five years before admission, the 
patient was suspected of having a carcinoma of the 
pancreas on the basis of severe abdominal distress. 


Meperidine’ Addiction 
Recovery from meperidine addiction was said to 
have been assisted by beatings inflicted by a brother. 
The patient suffered from bronchial asthma in child- 
hood and again beginning twelve years ago, becoming 
more severe for the last three years, when he began 
to have breathlessness, a constant cough, and copious 
amounts of white sputum. At some time he had ex- 
perienced ‘blackout spells.” He was told that he had 
heart disease. For a number of months he had ex- 

perienced pain in the precordial region. 


Labored Breathing 


One week before admission, the patient began to 
experience severely labored breathing, orthopnea. He 
remained in bed, became withdrawn, and began to 
pass black, tarry stools. Admission to the hospital 
followed the passage of blood by rectum and what 
was thought to be the coughing up and vomiting of 
blood. 


While a young man, the patient had been treated 
with a “red medicine’ for gonorrhea, underwent a 
hemorrhoidectomy 26 years ago, and for an unspeci- 
fied time had found it necessary to stand over a fire 
in order to initiate this urinary stream. 


The father was said to have died from paresis. A 
son-in-law had had pulmonary tuberculosis. 


Physical Examination: 


T. 99.8, P. 104, irregular (type not stated), R. 24, 
B. P. 90/54. The patient appeared younger than the 
chronological age, state of nutrition seemed fair, and 
he was in moderately acute distress. There was pallor 
of the mucous membranes; sibilant and sonorous ex- 
piratory rales were heard diffusely over the lung 
fields; there was increased A-P diameter of the chest 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 
EL PASO GENERAL HOSPITAL 


CASE PRESENTATION BY Dr. FRANK C, GOLDING 
History PREPARED BY Dr. M. NATHAN KLEBAN 
Epiror - Dr. FREDERICK P. BORNSTEIN 


CASE No. A-587 


cage; heart sounds were distant with PMI located in 


the 5th LICS in the AAL; radial pulse was 84 and 
apical rate 120-130; a slightly tender liver edge was 
felt three finger-breadths below the right costal mar- 
gin under a soft abdominal wall with an equivocal 
fluid wave elicited; there was a macular rash over 
the abdomen, which also displayed a brownish pig- 
mentation, and spider angiomata were described on 
the upper trunk; there was a 1 plus pitting edema 
of the lower extremities; there was an equivocal 
right Babinski. 


Hospital Course: 


Following admission, the patient pleaded through- 
out the night for a “shot” although he did not com- 
plain of pain. Oxygen was administered by nasal 
tube, later by mask. He vomited bright blood on the 
first day, clots on the second, none thereafter. 


Bloody stools were passed on the first, fourth and 
fifth days; tarry stools on the second and seventh 
days. Temperature ranged from 99-100. Mental state 
varied from clarity and lucidity to confusion, dis- 
orientation, and evidence of delusions and hallucina- 
tions on the last day. 


Respiratory Distress 


He was almost always restless, in respiratory dis- 
tress, and frequently agitated, combative and dis- 
turbed. On two occasions, he managed to knock over 
the I-V stand, and 3-I-V cut-downs were necessary 
because infusions could not otherwise be kept run- 


ning. On the third day, arm-to-tongue Decholin cir- . 


culation time was 16 seconds and venous pressure 
22 cm. of saline. 


However, shortly after this procedure levophed 
was administered when hypotension was noted. Again 
on the seventh and eighth hospital days, levophed was 
given. A total of ten units of whole blood and two 
units of plasma were given. Other medications in- 
cluded aminophylline, thiomerin, phenobarbital, atro- 
pine, combiotic, alevaire and a partially successful 
attempt to give vitamins, iron, Brewer's yeast and 
Diamox orally. 


Third Day 


On the third hospital day the patient complained 
of colicky abdominal pain. The patient was seen 
by two consultants who agreed with the house staff's 
impression of bleeding from esophageal varices, It 
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was hoped that the blood loss could be replaced, the 
bleeding controlled, and a porto-caval shunt per- 
formed when the first two objectives were accom- 
plished. 


However, on the eighth hospital day whole blood 
and levophed were unable to reverse shock, the pa- 
tient went into a stupor, then a coma, respirations 
became Cheyne-Stokes and ceased. A_ resuscitator 
obtained from the delivery room was not effective. 
Intracardian adrenalin had a transient effect in ini- 
tiating a heart beat. 


Laboratory Studies: 

January 7, 1956 - Urinalysis: Amber, clear, acid, 
S. G. 1.020; albumin faint 
trace, sugar 2 plus, acetone 
negative, WBC 3-6, RBC 1-3. 
WBC 12,750; stabs 1, segs 
72, lymphs 27; Hb. 7.2 gms. 
Hematocrit 23. Kline exclu- 
sion negative. 


January 8, 1956: Hb. 5.9 gms., hematocrit 19. 


January 9, 1956: Hb.7.0 ” 19. 

January 10, 1956: Hb.7.6 25. 

January 11, 1956: Hb.7.6 ” " 28. 

January 12, 1956: Blood urea nitrogen 26.6 
mg. % 


Serum bilirubin, indirect 0.5, 
direct 1.0; serum albumin 
2.34, globulin 2.265; chlo- 
rides 98 mEq/L 

Hb. 7.4 gms., hematocrit 26. 
January 14, 1956: Hb.4.0 ” ri 17. 


Electrocardiogram, January 7: Auricular fibrillation 
with a ventricular rate of 115; vertical electrical axis; 
low T in all leads, “Myocardial damage, non-speci- 
fic.” 


X-Rays: 

Chest film, January 7: Advanced bilateral pulmo- 
nary emphysema, Barium swallow, fluoroscopy, Jan- 
uary 12: Esophagus negative for evidence of varices. 
Bilateral pulmonary emphysema. Findings consistent 
with accompanying bronchiectasis. 


X-RAY DISCUSSION 
Dr. Vincent M. Ravel: 


The only examination that we were able to perform 
was the chest. 
casions, January 7th and January 12th, The examina- 
tion on the 12th consisted of a second attempt to 
demonstrate esophageal varices. Now, the main find- 
ings, of course, are the advanced bilateral emphysema, 
the flattening of the diaphragm, the obscuration of 
the pulmonary sulci, the fibrosis, particularly in the 
posterior lung fields, and a possible bronchiectasis. 


January 13, 1956: 


The esophagus, as you may see, is well visualized 
and at no time were we able to demonstrate filling 
defects consistent with esophageal varices. That would 
be really definitive except for the fact that after a 
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The chest was examined on two oc- ° 


varicose vein has bled, it collapses, and so we are 
still not able to say with certainty that there were no 
varicosities. However, the general regularity of the 
mucosal pattern suggests that this is most unlikely. 
Thus, we were not able to demonstrate a source of 
bleeding from the esophagus. 


A Physician: 


I am asking for information, My impression, and 
I may be very much in error, is that a bronchiectasis 
is usually diagnosed by x-ray only with a lipiodol in- 
jection, Is there another way that you can suggest 
that diagnosis? 


Dr. Ravel: 


There are secondary signs. In most cases, proven 
bronchiectasis, particularly the diffuse cylindrical type, 
has signs which consists of increased markings at the 
base — both bases, bilaterally — together with the 
thickened diaphragmatic pleura. Whenever we see 
those, we feel that that is enough evidence to suggest 
the diagnosis of bronchiectasis. Of course, if you can 
prove it by instillation of opaque media, so much the 
better, but in most of the cases where you have a 
proven bronchiectasis, those signs will be present. 


DIFFERENTIAL DIAGNOSIS 
Dr. Frank C. Golding 


I imagine -you have all read this case history and 
you realize that it is a very complicated problem. I 
think there are four major groups of symptoms we 
have to consider. The first is the fact that the patient 
was bringing up blood through his mouth which 
could have been hemoptysis or it could have been 
hematemesis. 


The patient passed blood from the bowel. I con- 
sider that as one of our problems. The second is that 
the patient obviously had a bronchopulmonary dis- 
ease. Thirdly, he had a cardiovascular disease. And 
fourthly, he had a liver disease. 


Then, there are three rather minor things which 
I think probably are secondary but we must mention 
them, and that is the history of difficulty in urina- 
tion, mental symptoms, and the abdominal pain which 
is mentioned in the past and during his hospital ad- 
mission, 


History of Asthma 


I am going to start with the bronchopulmonary dis- 
ease. We have a history of asthma in this patient in 
his childhood and for the past twelve years. He had 
symptoms with his illness of dyspnea, orthopnea, 
coughing and sputum. 


The sputum was apparently not very purulent. No 
note was made. It was a clear sputum and he brought 
up no blood with the sputum, X-ray and clinical 
findings showed a barrel chest. There were expiratory 
musical rales characteristic, of course, of asthma, and 
the X-rays showed emphysema. 
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So, we obviously have a case here of emphysema, 
probably based on asthma from the X-ray point of 
view, and the question of infection or bronchiectasis. 


Cardiovascular Disease 


Next, we’ll discuss the cardiovascular disease. There 
were two etiological factors here which could produce 
a cardiovascular condition. The man was old enough 
to have arteriosclerosis and he had a condition in the 
bronchopulmcnary system which would cause pul- 
monary hypertension, so we have arteriosclerotic and 
pulmonary hypertensive etiological factcrs. 


Again, we have symptoms, dyspnea, orthopnea for 
three years, precordial pain within the last month. 
The physical findings showed an auricular fibrillation 
and that was verified by the electrocardiogram. The 
patient had some edema of the ankles, a questionable 
or probable ascites and an enlarged liver. There was 
an increased venous pressure and the electrocardio- 
gram showed non-specific abnormalities. 


Liver Disease 


Thirdly, we have liver disease. There is a history 
of what the record says is significant use of alcohol 
in the past and a dietary deficiency. In addition, we 
have on the cardiovascular point of view con- 
gestive heart failure, or symptoms and signs sug- 
gesting that. 


So we have two factors in the etiology of the liver 
disease — those suggesting cirrhosis in the etiology 
and those suggesting congestive failure. The physical 
findings show an enlarged, tender liver, again ques- 
tionable ascites, spider angiomata of the skin, a bor- 
derline icterus, a low serum albumin and a normal 
globulin showing a reversal of the serum-albumin- 
globulin ratio. 


Bleeding 


Now, we come to the more important group and 
that is the bleeding. If this man was bleeding through 
the mouth from a hemoptysis, I think our first diag- 
nosis, the one of choice, would be bronchiectasis, 
because the majority of pulmonary hemorrhages 
originate in bronchiectasis, We have to mention 
tumor because we always have to keep that in mind 
in a questionable diagnostic problem. 


Hematemesis 


I think it is more likely that this was a hematemesis 
and naturally the first diagnosis we think of is the 
one the history said was considered most seriously, 
that of esophageal varices. The negative X-ray is 
against that. Another point that is against it is the 
fact that there was bright blood in the stools. I have 
never seen that —bright blood in the stools — in 
esophageal varices bleeding. 


Peptic Ulcer 


We have to think of peptic ulcer which occurs 
more frequently in patients with liver disease. This 
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patient had a bad dietary history and was a very ner- 
vous individual. We have to consider the possibility 
of gastritis. That is the most common organic disease 
of the stomach, the one that is most commonly ig- 
nored, and most people do not realize that you can 
have serious, perhaps fatal, hemorrhages from gas- 
tritis. 
Colitis 

Now, to consider the bleeding from the bowel. 
We have, first of all, the usual sequence that the 
blood is coming from the upper gastrointestinal tract, 
from some of the conditions we mentioned above. 
However, we have to think of the second lesion in 
the lower gastrointestinal tract. One of them, that 
we have to think about, is a Meckel’s diverticulum. 
Patients who have severe hemorrhages and require 
transfusions from Meckel’s diverticulum pass bright 
blood from the stool. We have to think of colitis. 


The most likely type I think here is amoebic. 


Diverticulosis 


We have to think of diverticula. Up until recently, 
most of us felt that gross hemorrhage from the 
diverticula was uncommon. But there was a recent 
review in GASTROENTEROLOGY with a series 
of cases showing massive hemorrhages are not un- 
common in diverticulosis. 


Neoplasm 


Again, we have to think of neoplasm in the colon. 
Now, the fact that this patient brought up a lot of 
blood through the mouth and passed a lot of blood 
through the colon, or the bowel, and particularly 
that some of it was bright blood, forces us to consider 
the fact that there may be multiple areas of hemo- 
rrhage in this case. 


When we all went to medical school we were 
taught that it is incorrect to make several diagnoses 
if one would explain the group of symptoms, but 
occasionally that rule is wrong. 


One of the possibilities, I think we have to con- 
sider here, is a multiple source of bleeding in the 
gastrointestinal tract caused by a prothrombin de- 
ficiency, due to liver disease. We have all seen cases 
of prothrombin deficiency and I am sorry that there 
was no prothrombin time done on this patient, or at 
least it wasn’t in the record. 


Minor Symptoms 


Now, to discuss briefly the rather minor symptoms 
that occurred. We have that of mental symptoms. 
The patient had blackouts for years. He had con- 
fusion, hallucinations and restlessness. The Babinsky 
was reported the one time as equivocal. These symp- 
toms, I think, are most likely to be due to the annoxia 
from the pulmonary disease and the cardiac disease. 
Or, they could be due to the liver. But we have to 
consider that there is another factor causing these. 
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The difficulty in urination: first of all, he had a 
history of gonorrhea treated in the old fashioned 
way, which frequently produced strictures, so he 
possibly could have just had a urethral stricture. 


Carcinoma 


I think with a man this age we certainly have to 
consider carcinoma of the prostate. No mention was 
made of a prostatic examination, so I know nothing 
of that. He had episodes of abdominal pain during 
his hospital admission and before. We have to think 
of peptic ulcer. As I mentioned, they are common 
with liver disease. He had a diagnosis made of 
pancreatitis or: pancreatic carcinoma in the past clin- 
ical diagnoses. People who use alcohol are prone to 
pancreatitis and people with liver disease are prone 
to pancreatitis, We certainly have to rule out — or 
Dr. Bornstein will have to — pancreatitis and car- 
cinoma of the pancreas. The uremia, I believe, is 
secondary to the hemorrhage and we don’t have to 
explain that further. 


Diagnosis 
The diagnosis that I would consider the most like- 
ly would be, probably, peptic ulcer and some lesion 


in the colon, very possibly, or likely aggravated by a 
prothrombin deficiency in both cases. 


Dr. William I. Coldwell: 


Dr. Golding has this case very well. 
There are a couple of points I would-like to make. 
I think I have seen bright red rectal bleeding in 
cases of esophageal varices. The only problem with 
that is that these people with their portal hypertension 
will have bleeding hemorrhoids, which can bleed 
very severely and can give bright red blood. 


I would like to ask if any liver function tests were 
done, or if they were left out purposely from the 
protocol. It would seem to me a patient with a severe 
liver damage, perhaps some other tests besides the 
bilirubin and proteins would have been done which 
could have given us some lead as to whether the 
patient’s jaundice and liver disease was primarily 
liver disease or possibly some other obstructive type 
of lesion. 


The man had had jaundice and there is always 
the possibility of an obstructive type of jaundice that 
could be present in addition to an alcoholic cirrhosis 
or liver } we which could have complicated mat- 
ters. 


Dr. Bornstein: 


Just let me repeat here again that the history is 
written by Dr. Kleban in complete independence 
from the Pathology Department and that he does not 
omit any facts that are available on the chart. 


Dr. William R. Gaddis: 


There is one point in the protocol that occurred 
to me might be of interest, and that is the fact that 
this man had brownish pigmentation on his abdomen 
and in addition a fine macular rash. 
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I notice also that his blood chlorides were 98 milli 
equivalent which seems to me to be somewhat de- 
pressed, and the engaging thought occurs to me that 
this patient maybe could have had some other disease 
like the classical Addison’s disease which had been 
thrown into an extreme streptoccccic condition by 
means of a GI hemorrhage from another source. 


I don’t know whether that would have anything 
to do with this or not, but it certainly makes me 
wonder if we might have been dealing with an adrenal 
disease in this patient long before he ever was ad- 
mitted to the hospital. Of course, he had a hypo- 
tension when admitted. 


Clinical Diagnosis: 
Bleeding esophageal varices. 

Dr. Golding’s Diagnosis: 
Bleeding peptic ulcer. 

Pathological Diagnosis: 


Bleeding peptic ulcer. 
Aortic stenosis. 
Nodular glandular hyperplasia of the prostate. 


PATHOLOGICAL DISCUSSION: 
Dr. Bornstein: 


This was the body of an elderly white man, who 
measured 175 cm. in length and weighed 65 kilo- 
grams. The skin had a pale anemic appearance, typical 
of exanguination. 


Inasmuch as there has been considerable discussion 
of the findings in the chest, we will review them 
briefly. The main abnormality consisted of a typical 
aortic stenosis. The main interest in this case natural- 
ly centers on the gastrointestinal tract. There were 
no varices in the esophagus, The stomach was filled 
with freshly clotted blood which had formed a cast ° 
of the stomach. 


Uleer 


An ulcer was found in the posterior wall of the 
stomach, 4 cm. below the cardia. The ulcer extended 
10 cm. transversely across the stomach and had eroded 
the wall so that pancreatic tissue formed the base 
of the stomach, In the upper pole of the ulcer, a 
bleeding artery was visible. The two nodules which 
are seen in the lower pole of the ulcer (Fig. 1) 
represent islands of pancreatic tissue. 


On microscopic examination, a typical peptic ulcer 
was seen with erosion and destruction of an artery 


(Fig. 2). 
Symptoms Explained 


These findings adequately explain the major clin- 
ical symptoms including the pain which very well 
may have been pancreatic in type considering the 
severe involvement of the pancreas. 


The urinary findings referred to by Dr. Golding 
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Fig. 1 — Bleeding Peptic Ulcer. The bleed- 
ing point is in the upper pole of 
the ulcer. Islands of pancreatic 
tissue are seen near the lower pole 
of the ulcer. 


are explained by the presence of a nodular hyperplasia 
of the prostate. 


Summary 


In summary, this represents a case which illustrates 
the problem of acute intractable gastrointestinal 
hemorrhage preceded by a rather misleading history. 
In this particular case, death was due to the bleeding 
from a peptic ulcer. 


Fig. 2—Microscopic. Section through 
bleeding artery showing destruc- 
tion of the wall by the ulcerative 
process. 


Diuretic...... 
(Continued from Page 233) 

3 gm. daily should be used in patients receiving mer- 
curial injections over a long period of time in order 
to prevent chloride depletion. Amminophylline, or 
decholin, ammonium chloride or Diamox may be 
used to enhance the mercurial. Diamox orally is use- 
ful for maintenance. Finally, for best results, pa- 
tients requiring diuretic therapy must be instructed, 
regulated, and followed closely both by clinical ob- 
servation and laboratory analyses, to avoid toxic re- 
actions and serious electrolyte disturbances. 


Reviews of Two...... 
(Continued from Page 241) 
systems are considered in well edited chapters of this 
section, 
Section on Respiration 
The experimental and clinical features of tissue 
respiration and the pathology of hypoxia has been 
brought up to date in the section on respiration. Sec- 
tion six on metabolism and nutrition provides a re- 
view of protein, fat and carbohydrate metabolism in 
the light of modern biochemistry. The influences of 
hormones, enzymes and specific organ pathology are 
considered. 
Tagged tracer ion studies are cited in the discus- 


sions of intermediary oxidation processes. The endo- 
crine or ductless gland systems are current with the 
recent literature. The stress syndrome can not be 
referred to directly from the index but may be re- 
cognized in the chapters referring to the pituitary 
adrenal glands. 

The momentous review of physiology has always 
been the reference book of the pre-clinical and clinic- 
al medical student. He could not well afford to be 
ignoraant of this reference during his formative 
years. To re-examine this material again, brought up 
to date, will cause the doctor of medicine to realize 
that he can never be far removed from basic physio- 
logy in the practice and understanding of good clinic- 
al medicine. 


WANTED 
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